Objectives To evaluate the uptake and outcome of expectant management of spontaneous first trimester miscarriage in an early pregnancy assessment unit. Participants 1096 consecutive patients with a diagnosis of spontaneous first trimester miscarriage. Methods Each miscarriage was classified as complete, incomplete, missed, or anembryonic on the basis of ultrasonography. Women who needed treatment were given the choice of expectant management or surgical evacuation of retained products of conception under general anaesthesia. Women undergoing expectant management were checked a few days after transvaginal bleeding had stopped, or they were monitored at weekly intervals for four weeks. Main outcome measures A complete miscarriage (absence of transvaginal bleeding and endometrial thickness < 15 mm), the number of women completing their miscarriage within each week of management, and complications (excessive pain or transvaginal bleeding necessitating hospital admission or clinical evidence of infection). Results Two patients with molar pregnancies were excluded, and 37% of the remainder (408/1094) were classified as having had a complete miscarriage. 70% (478/686) of women with retained products of conception chose expectant management; of these, 27 (6%) were lost to follow up. A successful outcome without surgical intervention was seen in 81% of cases (367/451). The rate of spontaneous completion was 91% (201/221) for those cases classified as incomplete miscarriage, 76% (105/138) for missed miscarriage, and 66% (61/92) for anembryonic pregnancy. 70% of women completed their miscarriage within 14 days of classification (84% for incomplete miscarriage and 52% for missed miscarriage and anembryonic pregnancy). Conclusions Most women with retained products of conception chose expectant management. Ultrasonography can be used to advise patients on the likelihood that their miscarriage will complete spontaneously within a given time.
Introduction
About 15% of women with a clinically recognised pregnancy will miscarry spontaneously during the first trimester.
1 Current management often involves the surgical evacuation of retained products of conception even though serious complications-for example, infection, uterine perforation, or bowel damage-may arise. 2 Early pregnancy assessment units open to patients without the need for referral and the use of transvaginal ultrasonography have enabled the presence and stage of early pregnancy failure to be determined from direct images. Preliminary data arising from these developments have shown that expectant management with serial monitoring may be used to identify those patients who will not require surgery. [3] [4] [5] More studies are required on the acceptability of this management strategy and on the relation between the information derived from ultrasound scans and the clinical outcome. We report an observational study designed to assess the uptake and effectiveness of expectant management for different clinical presentations of spontaneous miscarriage in consecutive unselected patients attending an early pregnancy assessment unit.
Patients, methods, and results
A total of 1096 consecutive patients with a suspected first trimester miscarriage were observed. Each miscarriage was classified as complete, incomplete, missed, or anembryonic according to guidelines from the Royal College of Obstetricians and Gynaecologists (table 1) . 6 Each participant was counselled about the implications of her condition. Women classified as having a complete miscarriage were asked to report any further worrying signs or symptoms. Those with retained products of conception were offered the choice of expectant management or the surgical removal of retained products of conception under general anaesthesia. Women undergoing expectant management had the right to change their management at any time. Their progress was checked a few days after transvaginal bleeding had stopped or through weekly monitoring for four weeks. Women who were asymptomatic, but had not completed the miscarriage were advised to have surgery. The main outcome measures were a complete miscarriage (the absence of transvaginal bleeding and an endometrial thickness < 15 mm), the number of women who had completed their miscarriage by the end of each week from the day of classification, and complications (excessive pain or transvaginal bleeding necessitating hospital admission or clinical evidence of infection 2002;324:873-5 requiring surgical treatment were placed on a list for elective day surgery, and they were treated in the standard way by experienced operators.
Two patients with molar pregnancies were excluded. Of the remaining 1094 patients, 408 (37%) were classified as having completed a miscarriage. Of the remaining 686 patients, 478 (70%) chose expectant management; of these, 12 (3%) asked for more than four weeks before deciding whether to undergo surgery, and they were given a further three weeks to decide (three completed their miscarriage after 32, 36, and 46 days). After 27 (6%) patients were lost to follow up, data from 451 patients were available for analysis (table 2) . A successful spontaneous outcome with no serious complications was observed in 367 (81%) of cases. None of the 408 patients initially classified as having had a complete miscarriage reported an ectopic pregnancy or any other serious complication requiring intervention. The overall rate of spontaneous completion for cases classified as incomplete miscarriage was 201/221 (91%); the value for missed miscarriage was 105/138 (76%) and for anembryonic pregnancies 61/92 (66%) (table 2). Overall, 52% of incomplete miscarriages had resolved spontaneously by day 7 of management and 84% by day 14. The corresponding values for missed miscarriages and anembryonic pregnancies were 28% by day 7 and 56% by day 14. Complications arose in 11/1094 (1%) patients; of these, 5/208 (2%) patients had undergone immediate surgical removal of the products of conception and 6/451 (1%) were undergoing expectant management. One patient who had an incomplete miscarriage and was managed expectantly required emergency surgery and a blood transfusion.
Discussion
In our observational study, most patients with retained products of conception chose expectant management; they were probably influenced by the knowledge that they could rapidly receive surgical treatment if required. We believe that the success rate of expectant management was dependent on the extent and quality of patient counselling, particularly when transvaginal blood loss was great (which may be associated with a higher rate of complete miscarriage). The lower rate of complications in women who chose expectant management is reassuring, although this finding depends on many factors, which will vary with the setting.
Our data show that the classified results of transvaginal ultrasonography can be used to advise patients of the likelihood that their miscarriage will complete spontaneously within given periods of time from the day of classification. It is also reassuring that the ultrasound criteria for a complete miscarriage in the absence of transvaginal bleeding seem to give valid results. We are aware, however, that some patients may have experienced problems that were not reported to us, and they may have received additional advice or treatment elsewhere.
Further studies are needed to obtain more data on the usefulness of transvaginal ultrasonography to define an outcome measure for a complete miscarriage and to validate and improve endpoints for the classification of first trimester miscarriages. The current odds in favour of a successful outcome for patients with an incomplete miscarriage, a missed miscarriage, and an anembryonic pregnancy are about 9:1, 3:1, and 2:1, respectively.
Patients can now be encouraged to persevere with expectant management, because of the high completion rate by day 14 from classification. The implementation of these findings will reduce the number of women undergoing surgery.
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Competing interests: None declared. In Switzerland, patients with malaria who lack signs of severe disease are treated as outpatients, because empirical observations of patients with imported malaria show that death is usually due to a delay in diagnosis rather than complications during treatment. 2 We conducted a prospective study in the outpatient clinic of a university hospital to assess the safety of treating imported malaria in an ambulatory setting.
Participants, methods, and results
We conducted our study from January 1990 to July 2000. At study entry we used predefined clinical and laboratory criteria (table) to determine if patients with malaria required admission to hospital. If no criteria were met, ambulatory treatment was considered appropriate. Patients received the first dose of drugs under supervision and were kept under surveillance for one hour before being sent home with instructions. Follow up was at the attending doctor's discretion: clinical and parasitological assessments were performed daily until symptoms resolved and one blood slide was clear of parasites.
Overall, 165 (17%) of 958 patients with fever were positive for parasites; 113 (69%) had P falciparum. Seventy one (43%) of the 165 were first generation immigrants and none was white; and 135 (82%) had travelled to Africa. Median age was 33.7 (range 16-76) years, and median time from onset of symptoms to consultation was four days. Seventy seven (47%)
